General aspects and problems of aftercare The aftercare of patients who have attempted suicide is mostly composed of an inpatient and an outpatient phase. During the inpatient phase there is an initial psychiatric intervention as well as the somatically oriented management by the medical or surgical team. Psychiatric intervention has several goals:
(1) Evaluation for further suicidality (2) Diagnosis of possible psychiatric illness (3) If possible, crisis intervention through problem oriented sessions with the inpatient and including relevant significant others (4) If necessary and possible, arrangement of postdischarge aftercare
The initial psychiatric/psychotherapeutic intervention in smaller general hospitals will be performed by the treating internist or surgeon, in larger facilities this intervention will usually come from a consulting or liaison psychiatrist or from the team of a special psychiatric crisis intervention station'r', Depending on the specific type of management required and the amount of staff and time available as well as on the psychiatric/psychotherapeutic qualification of the staff involved, there will be significant differences in aftercare regimens with respect to duration, effort and quality. When there is an adequate psychiatric crisis intervention within the setting of a general hospital, according to our experiences only about 12% of the patients of a general hospital who have attempted suicide must be transferred to a psychiatric hospital for further treatment", In such cases the patients will usually have an endogenous psychosis or a major depression.
Most patients can be discharged from the general hospital within a few days, with the duration of the inpatient stay depending on the somatic complications of the suicide attempt and also the severity of the psychiatric disorders. A large proportion of patients will be judged by the managing physicians or psychiatrists as requiring outpatient aftercare.
The management of patients following attempted suicide does not followa uniform procedure. Depending on who is managing a specific case, different aspects will be emphasized and different treatment methods preferred. Besides the psychotherapeutic component of aftercare, rational use of psychoactive medication at the time of crisis intervention must be emphasized here", especially in cases where the patient is severely depressed, anxious or psychotic.
It is difficult to establish rules for psychotherapeutic aftercare. As elsewhere in psychotherapy, the only rule that might apply is that the therapist should use the method with which he is familiar. Psychodynamically oriented approaches are very frequently employed in Germany, reflecting the training possibilities presently available in Germany. It should be emphasized that, in the aftercare of patients who have attempted suicide, the psychoanalytic protocol has to be extensively modified. The therapist must be more supportive and generally more active than it is customarily the case in analytic therapy", Individual therapy is definitely to be preferred over group therapy, since parasuicide patients seem to be seeking the trust in the close relationship implicit in the one-on-one setting",
The results of evaluative research on the prevention of suicidal behaviour are, in general, controversial and inconclusive. There is considerable disagreement, particularly on the issue of effective prevention of suicidal behaviour. The most important limitation on clinical investigations into the efficacy of suicide prevention is of an ethical nature. A patient who is at risk of committing suicide should not be left without aftercare. Therefore, controlled clinical trials must compare one form of therapy with another. Mostly the so-called care is compared to more intensive therapeutic strategies in terms of hours of therapy, specification of the therapist, etc. Differences in outcome however, can only be expected if the two treatments are sufficiently distinct.
The second problem concerns the choice of outcome measures. The only convincing evidence for the efficacy of suicide prevention would be a significant reduction of suicides within a certain follow-upperiod in the patients who were treated according to that programme as compared with control cases. Given the low probability of future suicide even in high risk groups, large patient samples are required to obtain interpretable differences in suicide rates. Therefore researchers prefer other outcome criteria, such as the frequency of suicidal attempts (parasuicides) or ratings of psychopathology and social adjustment at follow-up. Certainly these measures can reflect benefit from treatment. If prevention of suicide is at issue, however, they must be considered secondary. Nevertheless it can be assumed that there might exist a theoretical (causal) link between these variables and the other variables.
Summarizing the results of the controlled clinical studies (Table 1 ), it appears not yet proven that psychotherapeutically-oriented aftercare programmes for patients who attempted suicide are actually effective with regard to preventing suicidal behaviour". But this uncertainty is not an excuse for resignation in practical work, but rather should serve as stimulation for the development of better aftercare models and compliance compliance rate was increased from 31% in the earlier study to 55% in this study. Compliance was related (P<O.OI) to the arrangement of a fixed aftercare appointment (Figure 1 ), whereas other significant associations, (eg with sociodemographic characteristics, motivation, diagnostic groups etc.) were not demonstrated.
In this context the question arises to what extent the patient's motivation assessed by the psychiatrist during the inpatient phase allows a prediction concerning the actual acceptance of·subsequent outpatient treatment.
In our second study on compliance we could already observe that patient motivation as estimated by a standardized global judgement during the hospital stay is not associated with compliance'<.
In our large parasuicide study on compliance and motivation, we tried to analyse this aspect more in detail 13 • 14 • For this study a global interview rating with seven global categories and a differentiated (52 items) self-rating scale for the standardized assessment of motivation was constructed. These more effective therapy methods. Seen on the whole, however, hitherto research efforts in this area have not been particularly active.
Non-compliance as a central problem of post-discharge aftercare A particular problem in the post-discharge aftercare of patients who have recently attempted suicide is the poor rate of compliance s , 8,9. Our own experiences were gathered mostly from parasuicide patients of two big general hospitals in Munich. Nearly all the patients under investigation were admitted to the hospital because of self-induced intoxication. The patients investigated were similar with respect to social and psychiatric background characteristics to the typical parasuicide patients of general hospitals: predominantly younger people and women, a high percentage of patients with nonpsychotic disturbances. In general, the non-psychotic patients after detoxification and a short crisis intervention during their hospital stay were referred to the 'Arche', a special outpatient institution for suicide prevention and aftercare in Munich.
In our first study on compliance" we got the astonishing result that only 10 of 32 patients being judged as motivated for aftercare arrived at the 'Arche', which leads to a primary compliance rate of about 30%. With a general dropout rate (less than three sessions) of 40% among the 'Arche' patients, we calculated the effective compliance rate at only 24%.
The data of this pilot study showed that for patients with a fixed aftercare appointment, a higher compliance rate was demonstrated. This correlated with findings in the literature that parasuicide patients need special efforts to bring them to therapy!".
We tried to test this hypothesis in another samplelJ, in which a fixed aftercare appointment was arranged, an approach which was limited only by the capacities of the 'Arche'. For 77% of 132 patients such an appointment could be reached. The general During the research programme, the patients of the original sample were randomly assigned to the four collaborating doctors. The research programme ( Figure 2 ) was divided into two separate phases. In the first phase the compliance and one year outcome of the standard care were studied. In the second phase the effect of motivational efforts and of continuity of care on compliance and one year outcome were analysed. The standard care in this study was an immediate crisis intervention in the hospital (with a mean of three sessions) and subsequent referral to special suicide prevention services ( Figure 2 ). The patients were urged to make appointments with these institutions in order to guarantee compliance. The therapy in these institutions was out of our control. In most of them a psychodynamic approach was practised. In the second phase of the study we directed our attention to the effects of increased motivational efforts. A self-rating questionnaire was given to the patients to obtain a comparable measure of the motivation towards psychotherapy. As a basis of this information, an additional interview was conducted (up to half an hour) centering on motivational deficits. In addition, the patients received a motivating letter from the doctor to ensure that they accepted the aftercare recommended.
In this second phase the patients were randomly assigned to one of two groups: The patients of the experimental group (n=68) were offered subsequent outpatient short-term psychotherapy by the doctor who had already been in charge of the patient in the hospital. Three of the four clinicians were well-trained psychotherapists who had been concerned with suicide attempters within the liaison service ofour psychiatric department over a period of one to three years. The concept of the aftercare was determined by the psychotherapeutic training of the doctors: two of them represented a psychoanalytic and one a non-directive Results of our empirical study of different aftercare strategfes for patients who attempted suicide To increase the knowledge of psychotherapeutic aftercare treatment for patients who attempted suicide, we performed a controlled evaluation study13,15.16. Among others, we addressed the following issues:
(1) How many patients admitted to a general hospital after a suicide attempt require short term outpatient psychotherapy in addition to the immediate crisis intervention? (2) Is it possible to increase the compliance for outpatient aftercare by motivational efforts? (3) Can the compliance be increased by providing continuity of care (ie immediate crisis intervention in the hospital and subsequent outpatient treatment offered by the same therapist)? (4) Is an aftercare strategy which includes motivational efforts and continuity of care more effective in terms of one year outcome criteria as in the routine procedure without such characteristics? The patients were selected from a cohort of about 500 patients who were admitted to the Toxikology Department of the Klinikum rechts der Isar. They had all attempted suicide by self-poisoning. The most frequent psychiatric diagnoses were neurosis, reactive disorder, personality disorder, and addictive behaviour. Twenty-six percent ofthe patients reported at least one previous suicidal episode. Regarding sex, age, marital status, previous suicide attempts, paradigm of psychotherapy, whilst the fourth doctor worked with these patients on the basis of brief introduction into some techniques of behaviour therapy''. The therapy was limited to 12 sessions within three months after discharge.
The management of the control group (n=73) was identical to that of the routine group except that the increased motivational efforts were not made.
Standardized rating instruments were used in the initial assessment of psychopathological symptoms, personality traits and social adjustment.
We expected the patients in the control group to display better compliance as a result of motivational efforts. However, the improvement of compliance was small and not significant (Figure 3) ; the rate of non-compliance was 60% in the standard care group and 50% in the control group. More convincing were the results of the experimental group showing the effect of continuity of care; only 28% of the patients did not accept the aftercare treatment. Furthermore, the data show that the lower degree of non-compliance in the experimental group is not compensated by higher drop out rates during aftercare treatment. In fact, 38% of the experimental group remained in therapy for more than five sessions, whereas only 12% of the control group did so. From this evidence we conclude that continuity of care is a very important factor in guaranteeing a high rate of compliance in the aftercare treatment of suicide attempters. The increased motivational efforts however, were found to be rather ineffective under the conditions tested, including that of a fixed aftercare appointment. In our earlier investigations'" the arrangement of a fixed appointment for aftercare proved to be a very important factor for compliance, apparently additional motivational efforts produced little further increase in the compliance rate.
To test the efficacy of the different aftercare strategies, we compared the frequency of suicides, suicide attempters, suicide attempts, and recurrencies of suicidal behaviour between the three groups ( Table 2 ). The result was disappointing, in that the experimental group was significantly worse (P<0.05) than the control group with respect to suicidal behaviour. The outcome of the experimental group was also a little worse (not significant) than the outcome of the control group in two other dimensions (rate of psychiatric hospitalization and inability to work) whereas the other outcome criteria (Global Assessment Scale, depression factor of the Inpatient Multidimensional Psychiatric Scale, self rating factor of depression) showed no differences between the groups. There were no significant differences in the one year outcome results of the four therapists.
From this evidence our hypothesis that the patients would benefit more from the experimental aftercare programme than from the routine strategy, has to be reviewed. The combination of motivational efforts and continuity of care did no better in preventing recurrent suicidal behaviour than referring the patients to the special suicide prevention services. In fact, the routine care programme was superior.
There are three possible reasons for this result: (l) The short-term psychotherapy provided by the four members of our team was not as efficient as the treatment offered by the special suicide prevention services; thus the outcome was worse despite a better compliance. (2) The randomized location of patients between the experimental and control group was biased. Although the basic social and psychiatric data revealed no significant differences, there is some evidence for an accumulation of risk factors in the experimental group, eg being divorced, living alone, duration of unemployment and inability to work in the last 12 months. Thus, outcome in our own patients may have been worse, although the efficacy of standard care and experimental care might be equivalent. (3) The influence of the short-term outpatient psychotherapy regarding outcome was minor compared to the effect of the immediate crisis intervention measures in the hospital. This suggestion is supported by the finding that patients who remained in outpatient treatment for two sessions or more did no better than patients who terminated earlier.
This holds true for all patient groups. Assuming the impact of the immediate crisis intervention was so dominant in comparison with the additional effect of the outpatient aftercare, the outcome differences between the experimental and the control group again must be explained by biased randomization. Only a more differentiated analysis of the data and the use of more sophisticated procedures, such as multivariate techniques, will enable a final answer to be given.
General Conclusions
(a) Aftercare of patients who have attempted suicide is necessary because of the high risk of further suicidal behaviour in these patients. (b) Aftercare of patients who have attempted suicide is a complex phenomenon. Different strategiesfrom different psychiatric interventions to different psychotherapeutical approaches -are necessary for different groups of patients. Several factors have to be considered with respect to compliance and outcome. (c) Hitherto no clear empirical evidence seems to exist that more extensive strategies of aftercare are more successful in preventing further suicidal behaviour. But perhaps this has to be explained by methodological pitfalls and might not represent reality. Possibly more specific procedures for aftercare of parasuicide patients need to be developed.
(d) Non-compliance for outpatient aftercare is very high in patients who have attempted suicide.Under the hypothesis that outpatient aftercare is helpful, the doctor should try to increase compliance. The simple method of a fixed aftercare appointment seems to be very effective. In high risk cases compliance can be increased by continuity of care. (e) Neither the treating psychiatrist nor the patient can make a prognosis during the patient's stay in hospital about whether sufficient motivation for the acceptance of outpatient aftercare exists. Thus, the clinician should refer every patient for whom he feels the indication for aftercare justified, to an appropriate provider, so that the patient, regardless of his motivation at the time of referral, may have the option of accepting qualified aftercare.
